Objectives: Patients 80 years or older have significantly lower early mortality with endovascular aortic aneurysm repair (EVAR) when compared with open repair for abdominal aortic aneurysms (AAA). The long-term results in this older patient population remain poorly studied. We analyzed the results of emergent and elective AAA repair in patients 80 years or older who had at least 5 years of follow-up.
did not differ between EVAR and open repair (Fig 1) . The most common causes of long-term mortality were malignant disease and cardiovascular events in both groups. Three patients (1.4%) initially treatment by endovascular intervention sustained a mortality related to their aneurysm, and no aneurysm-related mortalities occurred in the open group. Reintervention rates (14% EVAR, 2% open repair; P ¼ .05) were higher in the endovascular treatment group (Fig 2) .
Conclusions: EVAR results in an improved 1-year mortality in octogenarians when compared with open repair, although 5-year survival is similar between the two groups. With average life expectancies over 5 years after surgery and a 14% reintervention rate, diligent follow-up is required after EVAR in these elderly patients. Objectives: Current evidence-based clinical practice guidelines do not recommend elective treatment of small (for males, <5.5 cm and for females, <5.0 cm) abdominal aortic aneurysms (AAAs). Despite this, there is widespread practice of AAA repair outside of these guidelines. The purpose of this study is to analyze data from the Vascular Quality Initiative (VQI) to describe the incidence and compare outcomes of small AAA repair to those AAA meeting clinical practice guidelines.
Methods: This is a retrospective analysis of all open (n ¼ 9,923) and endovascular (n ¼ 42,263) AAA repairs in the Vascular Quality Initiative performed from 2003 to 2017. This includes elective (n ¼ 43,594), symptomatic (n ¼ 4610), and ruptured (n ¼ 3982) repairs. Primary end points were major adverse events, in-hospital mortality, and 5-year survival. Event rates were compared across two cohorts: repairs performed on AAAs below the guideline size threshold for elective repair versus those repairs performed on AAAs at or above the size threshold. Event rates were compared using c 2 analysis. The 5-year mortality was determined by life table analysis using the Social Security Death Index.
Results: During the study period there were 9923 open AAA and 42,263 endovascular repairs. There were 43,954 electives, 4610 symptomatic, and 3982 ruptured AAA repairs. Of all rupture repairs, 12% were performed for small AAAs. Thirty-nine percent of elective and 30% of symptomatic repairs were performed on small AAAs. Patients with small AAA repairs were significantly younger (71 vs 73 years; P < .001), had less chronic kidney disease (13% vs 19%; P < .001), chronic obstructive pulmonary disease (30% vs 34%; P < .001), and congestive heart failure (10% vs 12%; P < .001). Small AAAs were more likely to be repaired with EVAR (88% vs 77%). Patients undergoing small AAA repair had lower in-hospital major adverse event rates (Table) . The 5-year survival was better for patients undergoing elective (89% vs 81%; P ¼ .001) and symptomatic (83% vs 76%; P ¼ .002) 
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